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ABSTRACT 
AIDS, the acquired immune – deficiency syndrome (sometimes called “Slim 
Disease”) is a newly described, usual fatal illness caused by a retrovirus known as the 
Human Immuno Deficiency Virus (HIV) which breaks down the body‟s immune 
system, leaving the victim vulnerable, to a host of life-threatening opportunistic 
infectious, neurological disorders or unusual malignancies among the special feature of 
HIV infection is that a person once infected will be infected for life.  Strictly speaking, 
the term AIDS refers only to the last stage of HIV infection. AIDS can be called our 
modern pandemic, affecting both industrialized and developing countries. 
A number of social conflicts such as fear of exposure of diagnosis and being a 
member of a stigmatized group are commonly experienced by people who have HIV.  
Crisis Points – Several Crisis Points occur during the course of HIV disease.  The 
diagnosis of HIV may be first crisis with the initial diagnosis the person often feels 
intense anxiety, fear, anger and guilt and may act impulsively.  High levels of anxiety 
and depression may continue for 2-3 months and may be exhibited in agitation, risky 
sexual behavior, crying and suicidal ideation and attempts. In fact symptoms of 
depression and anxiety may overlap with HIV symptoms complicating diagnostic and 
treatment efforts. 
The National AIDS Control Organization of India (NACO) estimates the 
number of people within India as 5-1 million in 2004.  India has the second highest 
number of people living with HIV/AIDS with the world after South Africa.  India 
Accounts for almost to persons of the million people living with HIV/AIDS globally. 
 The objectives of the study was to assess level of depression and coping 
strategies among HIV Clients.  A descriptive Research design was adopted for this 
study.  The study was conducted in We Care Social Service Society, Singaperumal 
among 100 clients.  The data was collected from HIV Clients who fulfilled the 
inclusion criteria by using Beck‟s depression Inventory and Lazarus coping Inventory.  
The Interview was conducted in Tamil.  Ethical aspects were considered throughout the 
study.  The conceptual framework adopted for this study was modified Pender‟s Health 
Promotion Model. 
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 The study findings revealed that among 100 HIV Client, 11% of HIV clients had 
mild depression, 15% of HIV Clients had sever depression and 74% of HIV clients had 
moderated depression.  It also revealed that 3% of HIV Clients had inadequate coping, 
7% of HIV Clients had adequate coping and 90% of HIV Clients had moderately 
adequate coping. 
 The Psychiatry Nurse, as a Nurse Educator should aim at reorienting general 
education system and professional curriculum to suitably incorporate the preventive 
measures and management strategies regarding HIV.  As a Psychiatric Nurse the 
investigator has provided information to the entire subjects about HIV and method to 
overcome the problems. 
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CHAPTER I 
INTRODUCTION 
 
“Tis harder knowing it is due 
Than knowing it is here 
The trying on the utmost 
The morning it is new 
Is terribler than wearing it 
A whole existence through. 
- Emily Dickinson, 
       While we were fearing it, it came” 
 
 AIDS, the acquired immune – deficiency syndrome (sometimes called “Slim 
Disease”) is a newly described, usually fatal illness caused by a retrovirus known as the 
Human Immuno Deficiency Virus (HIV) which breaks down the body‟s immune 
system, leaving the victim vulnerable, to a host of life – threatening opportunistic 
infections, neurological disorders, or unusual malignancies – Among the special feature 
of  HIV infection is that a person once infected will be infected for life.  Strictly 
speaking, the term AIDS refers only to the last stage of HIV infection. AIDS can be 
called our modern pandemic, affecting both industrialized and developing countries. 
 
Background of the Study : 
 HIV/AIDS is one of the greatest challenges facing the world today.  This 
courage of AIDS poses grave economic as well as social and health challenges. 
 
 HIV / AIDS is one of the most devastating global epidemics of the 20
th
 century.  
The Human Immuno Deficiency Virus (HIV) and the resulting acquired Immuno 
Deficiency Syndrome (AIDS) include a variety of serious disorders such as opportunity 
infectious resulting from a compromised Immuno System and significant co-occuring 
psychiatric illnesses.  Care of patients with HIV/AIDS and their families, friends and 
community involves the physical psychological, emotional and social aspects of 
people‟s lives from a variety of different population groups. 
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 When individuals are informed that they are tested positive for HIV Antibodies, 
they confront the realization that they have contracted a terminal illness.  The 
realization can be accompanied by profound feelings of shock, denial, disbelief, 
loneliness, hopelessness, guilt, grief, fear and anger.  The person may exhibit poor sleep 
and appetite, increased alcoholic intake, suicide, write will and feel relieved that the 
cause of symptoms is found. 
 
 Many Psychiatric Syndrome are associated with HIV/AIDS Depression, anxiety, 
paranoia, mania, irritability, psychosis and substance are common in HIV positive 
persons. Complicate immune System function, adversely affect the patient‟s ability to 
fully participate in treatment and negatively impact on quality of life.  A thorough 
Psychiatric history and complete neuro-psychiatric evaluation are indicated when HIV 
Positive patients present with Psychiatric Symptoms.   
 
Cycle of reaction to HIV Disease 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
IMPACT 
 Shock 
 Psychological 
 Numbness 
 Disbelief 
 Stigma 
 Isolation 
DEPRESSION 
 Guilt 
 Anger 
 Fatigue 
 Suicidal Ideation 
AIDS-RELATED EVENT 
 HIV Positive test result 
 Decline T-helper cells 
 Symptom onset 
 Hospitalization/OP-treatment 
 Bereavement 
 AIDS Diagnosis 
ANXIETY 
 Fear 
 Worry 
 Tension SOMATIZATION 
 Somatization 
 Symptoms 
Preoccupation 
 Treatment 
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A number of social conflicts such as fear of exposure of diagnosis and being a 
member of a stigmatized group are commonly experienced by people who have HIV. 
Crisis Points – Several Crisis points occur during the course of HIV disease. The 
diagnosis of HIV may be first crisis.  With the initial diagnosis the person often feels 
intense anxiety, fear, anger and guilt and may act impulsively.  High levels of anxiety 
and depression may continue for 2-3 months and may be exhibited in agitation, risky 
sexual behavior, crying and suicidal ideation and attempts.  In fact symptoms of 
depression and anxiety may overlap with HIV Symptoms complicating diagnostic and 
treatment efforts. 
 It has been well documented that the immune system is compromised in people 
with high levels of stress and with depression.  In people with HIV depression can 
confuse diagnostic and treatment issues of both illness because of the overlap between 
the vegetative symptoms of HIV and the neuro-physiological symptoms of depression. 
Depression is thought to be one of the most common psychiatric disorders in HIV 
infected people, and is a potentially dangerous comorbid condition because it may 
hasten the course of HIV disease. It has been shown that there is a dramatic sustained 
rise in depressive symptoms as AIDS develops, beginning as early as 18 months before 
clinical AIDS is diagnosed and that approximately 40% of hospitalized patients with 
HIV have clinical depression. 
 Patients with HIV disease who are depressed experience the emotional pain and 
suffering common to depression, including depressed mood and decreased motivation, 
lowered self esteem, guilt, increased isolation, lowered energy level, sleep disturbance 
change in appetite, somatic complaints, increased sense of helplessness, increased risk 
for suicide stigma in addition to the problems of having HIV. 
  
SIGNIFICANCE AND NEED FOR THE STUDY 
 The first serological evidence of HIV infection in India was discovered among 
female sex workers in Tamil Nadu in 1986. Since them, studies conducted all over India 
have shown that the infection is prevalent in a number of population groups as well as 
locations.  Today HIV has been detected in 29 of India‟s 32 states and territories. 
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 The National AIDS control Organization of India (NACO) estimates the number 
of people within India as 5-1 million in 2004.  India has the second highest number of 
people living with HIV/AIDS in the world after South Africa.  India accounts for 
almost 10 persons of the million people living with HIV/AIDS globally and over 16% 
of the 7.4 million people living with HIV/AIDS in the Asia and Pacific region. 
 Researchers studying the prevalence of Psychiatric disorders among HIV 
positive patients have found a 57.3% prevalence of depression among HIV infected 
patient and a 69.8% prevalence of depression among people co-infected with HIV and 
Hepatitis C.  
 A National survey indicates that its fairly common for HIV Physicians to 
identify depression and similar symptoms in HIV infected patients.  A telephone survey 
of AIDS Physicians found that 84.3 percent reported that their HIV Positive patient 
suffered from depressive symptoms. 
 Baseline data on depression was gathered from various groups and communities 
interviewed by Thranitran. A total number of 75 responses were collected using Beck‟s 
Depression, Inventory and analyzed.  It was interesting to note that only 32% of the 
population falls within normal variation limits. 17% reported mild depression, 11% had 
baseline clinical depression 23% had moderate depression and 17% of the randomly 
selected subjects were round to have sever (or) extreme depression atleast at cognitive 
level. 
 
TITLE :  
To assess the level of depression and coping strategies among HIV Clients. 
 
STATEMENT OF THE PROBLEM 
 A study to assess the level of depression and coping strategies among HIV 
Clients in selected setting. 
 
OBJECTIVES 
1. To asses the level of depression among HIV infected clients. 
2. To determine the coping strategies of clients with HIV Infection. 
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3. To correlate the level of depression and coping strategies among the HIV clients 
4. To associate the demographic variables with the level of depression 
5. To associate the demographic variables with the level of coping 
 
NULL HYPOTHESIS 
Ho1- There is no significant relationship between the Level of Depression and the 
Level of Coping Strategies among HIV Clients. 
 
VARIABLES 
Research Variables :  
Depression and coping strategies regarding problems related to HIV Clients. 
 
Demographic Variables: 
 Age, Sex, Religion, Education, Occupation, Income, Availability of Support 
System, No. of Children, Marital Status, Duration of Illness. 
 
ASSUMPTIONS 
1. The HIV infected clients my have different levels of depression according to the 
symptoms. 
2. The demographic data may influence the depressive level of the HIV clients. 
3. Client may have poor coping strategies. 
 
OPERATIONAL DEFINITIONS 
 
Level of depression : 
 It is a pathological mood disturbance characterized by feelings, attitudes and 
beliefs the person has about self and his environment as measured by Beck‟s 
Depression Inventory.  For the purpose of the study depression was classified as 
normal, mild depression, borderline clinical depression, moderate depression, severe 
depression and extreme depression. 
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HIV infected patients 
 Refers to patients who were diagnosed to suffer from Human Immuno 
Deficiency Virus Infection 
 
Coping Strategies  
 Is refers to the specific efforts, both behavioural and Psychological, that people 
employ to master, tolerate, reduce, or minimize the stressful events.  Main three 
classification of coping strategies are action coping, cognitive coping and symptom 
direct coping. 
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DELIMITATIONS 
 The study is delimited to a period of 4 weeks. 
 The study is delimited to selected settings. 
 
PROJECT OUTCOME 
1. The identification of depression and knowledge regarding HIV Clients will help 
the nurse to take meticulous actions in advance, which will prevent HIV. 
2. The findings would provide an insight regarding areas where the patients lack 
knowledge on HIV and this finding can help to plan for many education 
programmes and prevent hazardous of HIV. 
 
SUMMARY 
 This chapter contains background of the study, significance and need for the 
study, title, statement of the problem, objectives, variables of the study, assumptions, 
operational definitions, delimitations and projected outcomes. 
 
ORGANISATION OF THE REPORT 
              The following chapter contains 
CHAPTER-I   :  Introduction, background, significance and need for the 
study 
CHAPTER-II :  Review of literature and conceptual framework 
CHAPTER-III  : Methodology 
CHAPTER-IV  : Analysis and interpretation of data 
CHAPTER-V  : Discussion 
CHAPTER-VI  : Summary and recommendations 
 This is followed by references and appendices 
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CHAPTER-II 
 
REVIEW OF LITERATURE 
 
 
The review of Literature is essential to all steps of the research process.  This 
prospective, review is based on broad, systematic and critical collections and evaluation 
of the important published scholarly literature and unpublished research finding.  
Reading the literature is to develop sound studies that contribute to development of 
knowledge in the aspect of theory, research, education and practice. 
 
 Review of Literature is a critical summary of research on a topic of interest, 
often prepared to put a research problem in context or as the basic for an 
implementation project (Polit and Hungler, 2002). 
 Review of Literature was done for the present study and presented in the 
following headings. 
 
Part-I : Review of Literature  
 
Section A : studies related to depression in general. 
Section B : studies related to depression among HIV infected patients. 
Section C : Studies related to coping among HIV infected patients. 
 
Part-II : 
Conceptual Framework. 
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PART-I 
 
Section A : Study related to Depression in General : 
 Chou KL, Chi J, (2005) conducted a study among 318 Hong Kong Chinese 
elderly Pts. Major variables used were pain, depression, social support, functional 
disability, and social functioning.  The tools used was MDSHC Multiple regression 
analysis was used.  Pain at baseline significantly predicted depression at 12 months 
follow-up assessment, when age, gender, marital status, education and depression at 
baseline was not associated pain at 12 months after a baseline measured.  Depression 
did predict the onset of pain. 
 
 HO PM, et al; (2005) conducted a coherent study among 648 patients 
undergoing valve surgery at 14 veteran administration hospitals.  Major variables in the 
study were conducted the following cardiac valve surgery to measure depression mental 
health inventory was used.  Type of statistics used was multi variable logistic 
regression. Overall 29.2 percent (189/648) of the patients were depressed at baseline.  
Depressed patients were younger more frequently New York Hear Association Class 
III/IV Symptoms & more likely required emergent surgery, pre-operative intravenous 
nitroglycerine or intra aortic balloon pump.  Unadjusted 6 month mortality was 13.2 
percent for depressed patients compared with 7-6 percent for non depressed patients. 
   
 Nanthini-k, Iyer 9, (2004) conducted a study, among 100 (32 females, 68 males) 
voluntarily retired employees of textile mills in Coimbatore.    Among the 32 female 
respondents 29.38 percent have minor depression. 25 percent have major depression 
and 15.63 percent have no depression.  Sampling was done using snow ball technique. 
 
Mui (2001) studied among 67 elderly Korean immigrants.  The purpose was to 
assess stress, coping and depression. Major variables used were life stresses, social 
support & depressive symptoms. Those who reported poorer health, who had more 
stressful life events, who were dissatisfied with the help received from family members 
and reported few good friends were more likely to be depressed than those who did not. 
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Section B : Studies related to Depression among the HIV Infected 
Patients 
 Judith A Cook et al; (2004) conducted a study among 1716 HIV zero positive 
woman to examine association between depressive symptoms and AIDS related 
mortality.  The variables used were depressive symptoms & AIDS related mortality.  
The tool used was centre for epidemiologic studies depression scale, multivariate cor 
and logistic regression analysis.  AIDS related death were more likely with chronic 
depressive symptoms, & symptoms were more severe among women in the terminal 
phase of their illness, mental health service was associated with reduced mortality. 
 
 Komiti A, Judd F, et. al; (2003) conducted a study among 322 persons living 
with HIV/AIDS to gain an estimate of the rate of depressive disorders in patients with 
HIV/AIDS attending general practice and to investigate factors associated with 
depression.  The tool used was Inventory to Diagnose Depression.  22 percent of the 
sample met criteria for a current major depressive episode on the IDD.  The study 
concluded that there was a high rate of self reported depression of people living with 
HIV/AIDS was also recognized by treating clinicians. 
 
Sambamoorthi U, et al (2000) conducted a study on HIV infected Medicaid 
patients diagnosed with depression.  The variables used were anti depressant treatment, 
health service utilization, depression and logistic regression & ordinary least squares 
regressions were used.  Women were more likely and African American were less 
likely to be diagnosed with depression. Women and drug users in treatment were more 
likely to receive anti-depressive treatment. 
 
 Valente SM, Samders JM, (1997) conducted a study on managing depression 
among people with HIV disease.  They conducted that many people with HIV suffer 
from depression, with responds to antidepressants, counseling, education and cognitive 
strategies.  Untreated depression hinders treatment compliance & increases the risk of 
suicide.  Management of 8 complications of major depression are described.  The 
evaluation of rational suicide is examined.  Clinicians who treat this population need to 
respond therapeutically to patients with depression and suicidal ideas. 
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 Judd F, et, al; (1999) conducted a study among 192 patients with HIV infection.  
Variable used was depression symptoms.  Beck‟s Depression Inventory was used, 95 
scored 7 greater than or equal to 14 on the BDI & 1/3
rd
 of these were found to have 
depressive disorders and the depressive symptoms are common among patients with 
HIV infection. 
 
 Judd FR & Mijeli AM, (1996) conducted a study on depressive symptoms 
among 100 HIV Positive patients, attending the OP Clinic at fair field Hospital, 
Melbourne, 44 patients scored 14 or more on the Bech‟s Depression Inventory.  No 
significant relationship was demonstrated between the BDI score and the living 
situation.  In the Counters for Disease Control (CDC) category of illness, there were 
significantly more patients scoring in the depressed range who were unable to work 
because of illness.  40 patients reported Depressive Symptoms and suicidal ideation 
were commonest among the HIV positive patients at greater rates than the medically ill 
population. 
 
 Balfour L, (2006 ) conducted a study on  improving psychological readiness for 
successful   HIV medication adherence and reducing depression before initiating 
HAART in USA  sixty-three HIV-positive patients not currently on antiretroviral 
therapy participated in a randomized controlled trial of a standardized four-session 
psycho-educational intervention. Among 27 depressed patients, 15 those receiving the 
intervention reported significantly lower mean depression scores at four-weeks. 
 Linn JG, (1996) conducted a study on self-appraised health, HIV infection, and 
depression in female clients of AIDS counseling centres in USA. Data were obtained 
from 103 HIV –infected women who sought support, counseling, and maintenance 
services from one of four HIV care and referral centers in the mid-south. The results 
emphasize that perceived health status may fulfill a psychological distress-moderating 
or distress-aggravating function for women with HIV/AIDS. 
 Linn JG, (1996), conducted a study on perceived health, HIV illness, and mental 
distress in African- American Clients of AIDS counseling centers in USA Data were 
obtained from 255 HIV-infected black adults who sought support counseling, and 
maintenance services from one of  three HIV care and referral centers in the mid-south. 
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The results emphasized that perceived health status may fulfill a psychological distress 
moderating or distress- aggravating function for persons with HIV /AIDS. 
 Fukunishie I, (1997), conducted a study on Avoidance coping behaviors and low 
social support are related to depressive symptoms in HIV- positive patients in Japan. 
The authors examined the influences of several psychosocial factors on mood status in 
47 human immunodeficiency virus positive patients without the acquired Immuno 
Deficiency Syndrome. The results suggest that, the depressive symptoms are not strong 
enough to warrant a psychiatric diagnosis. 
 Weimer E, (1991) conducted a study on Depressive reactions and psychological 
processing of HIV-positive homosexual males in Heidelberg. Present study  examined 
in 54 HIV –positive male homosexuals not suffering from AIDS, the causes of the 
depressive management by comparing a depressive and a non-depressive group. The 
results show that three well-defined styles of coping can be discerned, namely , self-
confrontation, avoidance, and seeking social support. 
 Siegel LC (2005),conducted a study on stress-related growth among women 
living with HIV/AIDS in USA. Examined among 138 women living with HIV/AIDS. 
Most women reported high levels of growth. Multivariate analyses revealed that 
positive reappraisal coping . These findings suggest that the stress-related growth is 
more than positive reappraisal and the absence of negative affect, and that social 
resources may facilitate greater growth. 
 Leserman J, (2000), conducted a study on impact of stressful life events, 
depression, socialsupport, coping,  and cortisol on progression to AIDS in USA. 
Studied n=82 homosexual men with HIV type-1 infection without Aids. Cox regression 
models with time –dependent covariates were used adjusting for race, baseline CD4(+) 
count and viral load and cumulative average antiretro viral medications. 
 Mello VA, (2006) , conducted a study on Depression in women infected with 
HIV in Brazil. studied n=120 women 60 symptomatic (with AIDS symptoms) and 60 
asymptomatic  (without AIDS symptoms). The prevalence of major depression was 
25.8% and was higher in the symptomatic group than in the asymptomatic group. 
 Ross R, (2009), conducted a study on Depressive Symptoms among HIV-
positive pregnant women in Thailand. Author studied n = 127 HIV –positive pregnant 
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women. 78%  of the 127 participants reported depressive symptoms to some degree. 
Physical symptoms were positively associated with depressive symptoms, but self-
esteem, emotional support, and financial status were negatively correlated with this. 
 Lee SJ, (2007), conducted a study on depression and social support among HIV-
affected adolescents in Duan. Underscore the complex relationships between social 
support and mental/ behavioral outcomes among HIV-affected adolescents as well as 
the need to examine HIV disclosure in more detail within the context of adolescent 
social support. 
 Olisah, Vo (2010),conducted a study on adherence to highly active retroviral 
therapy in depressed patients with HIV/AIDS attending in Nigeria. A total of 310 
patients with HIV /AIDS receiving HAART participated in the study. 68.4% were 
female and the mean age was 35.5%  & 37.4% had secondary education, while 27.1% 
had tertiary education.  
 Akna DH. (2010), conducted a study on A comparison of the clinical features of 
depression in HIV-positive and HIV- negative patients in Uganda. Study was carried 
out on 64 HIV- positive depressed and 66 HIV-negative patients when HIV- positive 
patients were more likely to be widowed. 
 
Section C : STUDIES RELATED TO COPING AMONG HIV 
INFECTED PATIENTS: 
Griswold GA (2005) conducted a study on coping strategies of HIV patients 
with peripheral neuropathy in USA with 78 HIV seropositive subjects. These results 
demonstrate that coping strategies may differ according to age, gender, and ethnic 
background in and HIV population. 
Olley BO, (2003), conducted a study on psychopathology  and coping in 
recently diagnosed HIV/AIDS patients. The role of gender in Typerberg with 149 
patients with HIV/AIDS. 56% of patients were diagnosed with a psychiatric disorder, 
34.9% had major depression 21.5% dysthymic disorder 14.8% post traumatic stress  
disorders and 10.1% alcohol dependence. 
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Sikkema KJ, (2003) , conducted a study on AIDS-related grief and coping with 
loss among HIV-positive men and women is USA with a sample of 268 HIV-infected 
individuals. Interventions are needed to enhance coping and reduce psychological 
distress associated with the unique bereavement experienced by people living with 
HIV- and AIDS –related grief. 
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Sigel LC (1997), conducted a study coping and mood in HIV- positive women 
in Newyork with a sample of 145 HIV –positive women. These findings are consistent 
with those previously reported for HIV-positive men, suggesting that similar kinds of 
coping strategies may be associated with positive men, and also the similar kinds of 
coping strategies may be associated with positive and negative moods among HIV- 
positive men and women/. 
Krikorian R, (1995), conducted a study on emotional distress, coping, and 
adjustment in Human Immuno Dvirus infection and Acquired Immune Deficiency 
Syndrome in ohio. With 57 ambulatory, human immunodeficiency virus infected 
patients. The findings suggest both HIV sero positive status and perceived risk for 
infection produced a sustained level of generalized psychological distress. 
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PART-II 
CONCEPTUAL FRAME  WORK 
 A conceptual framework or a model is made up of concepts, which are the 
mental images of the phenomenon.  It offers framework of prepositions for conducting 
research.  These concepts are linked together to express the relationship between them.  
A model is used to denote symbolic representation of the concepts. 
 A conceptual framework is interrelated concepts on abstractions that are 
assembled together in some national scheme by virtue of their relevance, to a common 
theme.  It is a device that helps to stimulate research and the extension of knowledge by 
providing both direction and implication (Polit and Hungler, 1995). 
 This section deals with conceptual framework adopted for the study.  A 
conceptual framework or model provides the investigator the guidelines to proceed in 
attaining the objectives of the study based on a theory.  It is a schematic representation 
of the steps, activities and outcomes of the study. 
 
Modified Pender’s Health Promotion Model (1987) 
 The Modified Pender‟s Health Promotion Model is adopted to this study.  This 
model seeks to increase the individual‟s level of well-being.  The model focuses on 
modifying factors, cognitive factors and likelihood of participation in health promotion 
behavior. 
 This model is used to predict likelihood of person engaging in health promoting 
behaviours.  The cognitive factors reflect on individual‟s being, additional modifying 
factors influencing the way a person perceived the benefits and barriers of health action, 
which influence the person‟s likelihood of action. 
 As the investigator aimed at assessing the depression and Coping Strategies 
among HIV infected clients, the Pender‟s Health Promotion Model was found suitable 
to assess the depression of HIV Clients and their Coping Strategies. 
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Modifying Factors 
 Individual perception about depression and coping strategies on HIV Clients by 
modifying factors like demographic factors such as age, sex, religion, educational 
status, occupation, Income, children, marital status, duration of illness, availability of 
support system. 
Cognitive Factors 
 It includes the level of depression and Coping Strategies.  It depends on 
individual factors.  It can be either mild depression and a adequate coping or severe 
depression or inadequate coping which motivates the clients to take or prefer an action 
to overcome their existing problem. 
Likelihood of Action 
 The likelyhood of action of this study is the outcome of the forces of modifying 
factor and cognitive factor result in the health outcome in terms of satisfied and a 
healthy life or unsatisfied and unhealthy life. 
On this model, the investigator interacts with the subject to assess the depression 
and Coping strategies on HIV Clients.  The outcome of this could be mild and severe 
depression and adequate and coping.  Those with mild depression and adequate coping 
enhance the likelihood of action this will promote optimum healthy life by compliance. 
 On the other hand, those who have severe depression and inadequate coping on 
HIV results in poor likelihood which will add to unhealthy life by non-compliance, at 
this juncture, the nurse provides pamphlet and incidental health teaching to enhance 
compliance, promote an optimum healthy and a satisfied  life. 
31 
 
 32 
 
CHAPTER-III 
RESEARCH METHODOLOGY 
 
 According to Polit and Beck (2004) Research Methods are the techniques used by 
researchers to structure a study and to gather and analyse information relevant to research 
question. 
 This chapter deals with the description of Methodology and the various steps adopted 
to collect and organize data for the study.  Research Methodology involves the systematic 
procedure by which the investigator starts from the initial identification of the problem to its 
final conclusion.  Methodology is a significance part of any study which enables the 
researcher to project the research undertaken. 
 The methodology section includes the research approach, research design, variables, 
setting of the study, population, sample and sample size, sampling technique, sampling 
criteria, development of the tool, description of the tool, content validity, reliability, pilot 
study, data collection procedure and plan for data analysis. 
 
RESEARCH APPROACH  
 The research approach used by the investigator to assess level of depression and 
coping strategies was descriptive approach. 
 
RESEARCH DESIGN 
 According to Polit and Beck (2004) the research design is the over all plan for 
obtaining answers to the questions being studied and for handling some of the difficulties 
encountered during the research process. 
 The research design selected for this study is Non Experimental Research Design. 
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VARIABLES UNDER STUDY: 
Research Variables : 
 Depression and Coping Strategies regarding problems related to HIV. 
Demographic Variables : 
 Age, Sex, Religion, Education, Occupation, Income, Availability of Support System, 
No. of Children, Marital Status, Duration of Illness about HIV. 
 
RESEARCH SETTING : 
 According to Polit and Beck‟s (2004) Setting is more specific places whose data 
collection occurs.  The selection of setting was done on the basis of feasibility of conduction 
the study, availability of subjects and cooperation of authority.  For the study, WE CARE 
SOCIAL SERVICE SOCIETY, Singaperumal Koil was chosen considering the availability 
of samples, acquaintance of the investigator with the area and the co-operation from the 
institution. 
POPULATION : 
 Population refers to the entire set of individuals having some common characteristics 
and it is important to make distinction between target and accessible population. 
Target Population 
 Target Population of the study comprised of all HIV Clients. 
Accessible Population 
 Accessible Population of the study comprised of HIV Clients who are at We Care 
Social Service Society. 
 
SAMPLE 
 Sample is a subset of the population selected to participate in a research study 
sampling refers to the process of selecting a portion of a population to represent the entire 
population (Polit and Hungler 1999). 
 The sample of the study comprised of all HIV Clients at We Care Social Service 
Society who fulfilled the inclusion criteria. 
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SAMPLE SIZE  
 The Sample Size consists of 100 HIV Clients at We Care Social Service Society who 
fulfilled the inclusion criteria. 
 
SAMPLING TECHNIQUE 
 Sampling Technique refers to the process of selecting the population to represent the 
entire population.  The Sampling Technique employed in this study was purposive sampling 
technique.  According to the investigators convenience, the HIV clients who are at We Care 
Social Service Society and who fulfilled the inclusion criteria were selected as samples. 
 
CRITERIA FOR SAMPLE SELECTION 
Inclusion Criteria : 
1. Diagnosed to be HIV infected. 
2. HIV infected patients present in WE CARE SOCIAL SERVICE SOCIETY at the 
time of data collection. 
3. Those who were able to read (or) write Tamil. 
 
Exclusion Criteria 
1. Clients who refused to participate in the study. 
2. HIV infected individuals within 60 Yrs. of age. 
3. Clients who suffered from acute or chronic illness. 
4. Clients with hearing problem as reported by them. 
 
METHOD OF DEVELOPING THE QUESTIONNAIRE 
The following steps were carried out in developing Questionnaire. 
1. Literature Review 
2. Expert Opinion 
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Literature Review  
 Literature from books, journals, periodicals, published studies and newspaper articles 
were reviewed and develop the tool. 
 
Expert Opinion 
 The investigator had discussed with the experts and incorporated their valuable 
suggestions in developing the tool. 
 
DESCRIPTION OF THE RESEARCH TOOL : 
 After an extensive review of Literature, discussion with experts and the investigator‟s 
personal experience, two types of tools were developed to collect the data. 
1. Beck‟s depression inventory to assess the depression on HIV Clients. 
2. Lazarus coping inventory to assess the coping strategies on HIV Clients. 
 
Format of the structured questionnaire includes, 
Section A : Consists of demographic variables. 
Section B :   Consists of Beck‟s Depression Inventory to assess the depression regarding  
problems related to HIV clients. 
Section C : Lazarus Coping Inventory to access the coping strategies regarding problems 
related to HIV Clients. 
 
Section A: 
 Social Demographic variables include Age, Sex, Religion, Education, Occupation, 
Income, Availability of Support System, No. of Children, Marital Status, Duration of Illness 
about HIV Clients. 
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Section B : 
Beck’s Depression Inventory (Aaron.T.Beck) 
The Beck‟s Depression Inventory is a 30 item test presented in multiple choice format 
which purports to measure presence and degree of depression in adolescence and 
adults.  Each of the 30 items of the Beck‟s Depression Inventory attempts to assess a 
specific symptom or attitude which appear(s) to be specific to depressed patients, and 
which are consistent with descriptions of the depression contained in the Psychiatric 
Literature”. 
 
Section C 
Lazarus Coping Scale : 
The modified Lazarus Coping Scale is 30 item test.  
 
SCORING KEY : 
 Each category purports to describe a specific behavioural manifestation of depression 
and consists of a graded series of 4 self evaluative statements.  The statements are rank 
ordered and weighted to reflect the range of severity of the symptom from neutral to 
maximum severity.  Numerical values 0, 1, 2, 3 are assigned to each statement to indicate 
degree of severity.  The maximum score is 90. 
 
INTERPRETATION OF THE SCORE : 
With respect Beck‟s Depression Inventory the Scoring was designed as follows: 
0-30  <50%   Mild Depression 
31-60 50% - 75%  Moderately Depression. 
61-90 >75%   Severely Depression. 
 
With respect the modified Lazarus Coping Scale Scores were classified as  
Never  - 1 
Sometimes - 2 
Always - 3 
Below 50% - Inadequate Coping  
50% to 75% - Moderate Coping 
Above 75%  -  Adequate Coping. 
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VALIDITY OF THE TOOL : 
 The content of the Research Tool was validated by 3 Psychiatric Nursing Experts 
Minor suggestions regarding rearrangement and modification of questions were made in the 
tool. The experts suggestions were incorporated in the tool and it was finalized and used for 
the main study. 
 
RELIABILITY OF THE TOOL 
 The Reliability of the tool was obtained by establishing Karl Pearson‟s Correlation  
Co-efficient method for both Depression and Coping Strategies and the “r” value was 
“r”=0.79 for depression inventory and “r”= 0.76 for coping Strategies and the tools was 
found to be reliable to conduct main study.  The scores indicated a high correlation & hence 
the tool was considered as reliable. 
 
ETHICAL CONSIDERATIONS 
 Ethical Consideration refers to a system of moral values that is concerned with the 
degree to which research procedures adhere to professional legal and social obligations to the 
study participants (polit and hungler, 2001) 
 
 The study was conducted only after the approval of Dissertation Committee. Before 
proceeding the study the formal consent was obtained from Director of We Care Social 
Service Society, Singaperumal Koil HIV Clients were explained clearly about the study 
purpose and a verbal consent obtained before interviewing. All information about samples 
were kept confidential. 
 
 
PILOT STUDY 
 According to Polit and Hungler a Pilot study is a small scale version or trial rundown 
in preparation for major study. The principle focus of a pilot study is to assess the adequacy 
of the data collection plan.  A pilot study should be carried out with as much care as the 
major study so that any detected weakness will be truly representative of inadequacies 
inherent in the major study.  In this study, the Pilot study was conducted with prior 
permission from the authorities obtained.  Informed consent was obtained from 10 samples, 
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who were selected according to the sampling method.  Data was collected by interviewing 
and using a questionnaire.  Privacy and confidentiality was ensured.  The study was found to 
be feasible in terms of availability of samples, co-operation of the institution, time, distance, 
money and material. 
 
DATA COLLECTION PROCEDURE : 
 Data Collection is the gathering of information needed to address the research 
problem. 
 The study was done for the specified period of 4 weeks.  Official permission was 
obtained from the Director of WE CARE SOCIAL SERVICE SOCIETY.  The 100 patients 
who fulfilled the selection criteria were selected by convenient sampling.  Confidentiality 
was ensured.  The purpose of the study was explained to the patients and the informed 
consent was obtained from the patients.  Depression and Coping Strategies was measured by 
the self administered questionnaire. The average time taken to collect information from one 
patient was 30 minutes. 
Date No. of Samples 
17.05.2010 5 
18.05.2010 7 
19. 05.2010 5 
20. 05.2010 8 
21. 05.2010 5 
22. 05.2010 5 
24. 05.2010 5 
25. 05.2010 5 
26. 05.2010 7 
27. 05.2010 6 
28. 05.2010 4 
29. 05.2010 5 
31. 05.2010 5 
01.06.2010 5 
02.06.2010 4 
03.06.2010 8 
04.06.2010 5 
05.06.2010 6 
TOTAL 100 
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DATA ANALYSIS PROCEDURE: 
 Both descriptive and inferential Statistics were used. 
 
Descriptive statistics : 
 Analysis of demographic data of clients was done in terms of frequency and 
percentage distribution.  Mean and standard deviation was used to compute the depression 
and coping strategies on problems related HIV Clients. 
 
Inferential Statistics : 
 Correlation Co-efficient was used to study the Correlation between depression and 
coping with socio demographic variations. 
 
 Chi-Square Test was used to associate the depression and Coping strategies with the 
demographic variable. 
 
 Analysis and interpretation of the data are given in the following chapter. 
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CHAPTER – IV 
DATA ANALYSIS AND INTERPRETATION 
 This chapter deals with the data analysis and interpretation to evaluate the level of 
depression and coping strategies among HIV infected client. 
 
 According to the study objectives the interpretation has been tabulated and organized 
as follows: 
 
ORGANIZATION OF DATA 
Section A :  Description of demographic variables 
Section B :  Assessment of level of depression and coping strategies among HIV infected 
clients. 
Section C :  Correlation between level of depression and coping strategies among HIV 
infected clients. 
Section D :  Association of level of depression and coping strategies among HIV infected 
clients with their demographic variables. 
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SECTION A 
Table 1: Frequency and percentage distribution of demographic variables of depression 
and coping strategies. 
     N = 100 
Demographic Variables No. % 
Age     
20 – 25 8 8 
26 – 30 26 26 
31 – 35 33 33 
36 – 40 19 19 
41 – 45 9 9 
46 – 50 5 5 
Sex     
Male 63 63 
Female 37 37 
Education     
Primary education 33 33 
Higher secondary 44 44 
Graduate 8 8 
Illiterate 15 15 
Occupation     
Coolie 35 35 
Employed 35 35 
Housewife 4 4 
Others 19 19 
Unemployed 7 7 
Income     
Rs.1000 – 2000 57 57 
Rs.2001 – 3000 41 41 
Rs.3001 – 4000 2 2 
Above Rs.4000 0 0 
Religion     
Hindu 66 66 
Muslim 30 30 
Christian 4 4 
Marital Status     
Married 67 67 
Unmarried 8 8 
Separated 14 14 
Widow 11 11 
Children     
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Demographic Variables No. % 
1 Child 18 18 
2 Children 52 52 
3 Children 17 17 
More than 3  9 9 
No Children 4 4 
Availability of support system     
Relatives 83 83 
Agencies 10 10 
Social Support 7 7 
Others 0 0 
Duration of Illness     
0 – 1 year 24 24 
1 – 2 years 26 26 
2 – 3 years 27 27 
3 – 4 years 18 18 
More than 4 years 5 5 
  
Table 1 represents the frequency and percentage distribution of demographic variables 
of depression and coping strategies. 
 With regard to age, majority 33(33%) of the clients were 31 – 35 yrs, 26(26%) clients 
were 26 – 30 yrs , 19(19%) clients were 36 – 40, 9(9%) clients were 51 – 45 yrs, 8(8%) 
clients were 20 – 25 yrs and 5(5%) clients were 46 – 50 yrs. 
 With regard to sex, 63(63%) clients were male and 37(37%) clients were female. 
 With regard to education, majority 44(44%) clients were higher secondary, 33(33%) 
clients were primary education, 15(15%) clients were illiterate and 8(8%) clients were 
graduates. 
 With regard to occupation, majority 35(35%) were coolie, 35(35%) clients were 
employed, 7(7%) clients were unemployed and 4(4%) clients were others. 
 With regard to income, majority 57(57%) clients were getting Rs.1000 – 2000, 
41(41%) clients were getting Rs.2001 – 300, 2(2%) clients were Rs.3001 – 4000 and none of 
the clients were above Rs.4000. 
 With regard to religion, majority 66(66%) clients were Hindus, 30(30%) clients were 
Muslims and 4(4%) clients were Christian. 
 Regarding marital status, majority 67(67%) clients were married, 14(14%) clients 
were separated, 11(11%) clients were widow and 8(8%) clients were unmarried. 
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 Regarding children, majority 52(52%) clients were having 2 children, 18(18%) clients 
were having 1 child, 17(17%) clients were having 3 children, 9(9%) clients were having more 
than 3 children and 4(4%) clients were having no children. 
 With regard to availability of support system, majority 83(83%) clients were getting 
support from relatives, 10(10%) clients were getting support from agencies, 7(7%) clients 
were getting support from social support and none of the clients were getting others. 
 With regard to duration of illness, majority 27(27%) of clients were 0 – 1 year, 
26(26%) clients were 1 – 2 years, 24(24%) clients were 2 – 3 years, 18(18%) clients were 3 – 
4 years and 5(5%) clients were more than 4 years. 
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Fig.2: Percentage distribution of age of the clients 
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Fig.3: Percentage distribution of availability of support system of the clients 
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SECTION B 
Table 2: Frequency and percentage distribution of level of depression of HIV infected 
clients. 
N = 100 
Variable 
Mild 
(<50%) 
Moderate 
(50 – 75%) 
Severe 
(>75%) 
No. % No. % No. % 
Level of Depression 11 11.0 74 74.0 15 15.0 
 
 The table 2 reveals that majority 74(74%) clients had moderate level of depression, 
15(15%) had severe depression and 11(11%) had mild depression. 
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Fig.4: Percentage distribution of level of depression of HIV infected clients. 
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Table 3: Frequency and percentage distribution of level of coping strategy of HIV 
infected clients. 
N = 100 
Variable 
Inadequate 
(<50%) 
Moderately 
Adequate 
(50 – 75%) 
Adequate 
(>75%) 
No. % No. % No. % 
Level of Coping Strategy 7 7.0  90 90.0 3 3.0 
 
The table 3 reveals that majority 90(90%) clients had moderately adequate level of 
coping strategy, 7(7%) had inadequate level of coping strategy and 3(3%) had adequate level 
of coping strategy. 
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Fig. 5: Percentage distribution of level of coping strategy of HIV infected clients. 
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SECTION C 
Table 4: Correlation between level of depression and level of coping strategy among 
HIV infected clients 
N = 100 
Variables Mean S.D ‘r’ Value 
Depression 55.83 10.30 0.419** 
(S) Coping Strategy 53.63 7.31 
**p<0.01, S - Significant 
  
 The table 4 depicts that the mean score of depression was 55.83 with S.D 10.30 and 
the mean score of coping strategy was 53.63 with S.D 7.31. The calculated „r‟ value of 0.419 
shows a positive correlation between level of depression and coping strategy and was 
statistically significant at p<0.01 level. 
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SECTION D 
Table 5: Association of level of depression of the HIV infected clients with demographic 
variables         
 N = 100 
Demographic 
Variables 
Mild 
(<50%) 
Moderate  
(50 – 75%) 
Severe 
(>75%) 
Chi-Square 
Value 
No. % No. % No. % 
Age             
2
 = 7.08 
d.f = 10 
N.S 
20 – 25 1 1 5 5 2 2 
26 – 30 2 2 21 21 3 3 
31 – 35 4 4 26 26 3 3 
36 – 40 4 4 11 11 4 4 
41 – 45 0 0 7 7 2 2 
46 – 50 0 0 4 4 1 1 
Sex             2 = 4.429 
d.f = 2 
N.S 
Male 10 10 45 45 8 8 
Female 1 1 29 29 7 7 
Education             
2
 = 2.516 
d.f = 6 
N.S 
Primary education 5 5 23 23 5 5 
Higher secondary 4 4 35 35 5 5 
Graduate 1 1 5 5 2 2 
Illiterate 1 1 11 11 3 3 
Occupation             
2
 = 12.63 
d.f = 8 
N.S 
Coolie 6 6 27 27 2 2 
Employed 2 2 25 25 8 8 
Housewife 1 1 3 3 0 0 
Others 1 1 16 16 2 2 
Unemployed 1 1 3 3 3 3 
Income             
2
 = 2.61 
d.f = 4 
N.S 
Rs.1000 – 2000 6 6 44 44 7 7 
Rs.2001 – 3000 5 5 29 29 7 7 
Rs.3001 – 4000 0 0 1 1 1 1 
Above Rs.4000 0 0 0 0 0 0 
Religion       2
 = 8.269 
d.f = 4 
N.S 
Hindu 5 5 49 49 12 12 
Muslim 4 4 23 23 3 3 
Christian 2 2 2 2 0 0 
Marital Status       
2
 = 3.875 
d.f = 6 
N.S 
Married 7 7 53 53 7 7 
Unmarried 1 1 5 5 2 2 
Separated 2 2 9 9 3 3 
Widow 1 1 7 7 3 3 
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Demographic 
Variables 
Mild 
(<50%) 
Moderate  
(50 – 75%) 
Severe 
(>75%) 
Chi-Square 
Value 
No. % No. % No. % 
Children       
2
 = 6.842 
d.f = 8 
N.S 
1 Child 1 1 15 15 2 2 
2 Children 8 8 36 36 8 8 
3 Children 2 2 14 14 1 1 
More than 3  0 0 6 6 3 3 
No Children 0 0 3 3 1 1 
Availability of support 
system       2
 = 29.62 
d.f = 4 
S*** 
Relatives 6 6 68 68 9 9 
Agencies 4 4 5 5 1 1 
Social Support 1 1 1 1 5 5 
Others 0 0 0 0 0 0 
Duration of Illness       
2
 = 17.22 
d.f = 8 
S* 
0 – 1 year 0 0 11 11 3 3 
1 – 2 years 2 2 15 15 5 5 
2 – 3 years 9 9 31 31 1 1 
3 – 4 years 0 0 14 14 4 4 
More than 4 years 0 0 3 3 2 2 
 
*p<0.05, ***p<0.001, S – Significant, N.S – Not Significant 
 
 The table 5 shows that the demographic variable availability of support system and 
duration of illness had shown statistically high significant association with the level of 
depression at p<0.001 and p<0.05 level respectively and the other demographic variable had 
not shown any statistically significant association with the level of depression. 
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Table 6:  Association of level of coping strategy of the HIV infected clients with 
demographic variables 
N = 100 
Demographic 
Variables 
Inadequate 
(<50%) 
Moderately 
Adequate 
(50 – 75%) 
Adequate 
(>75%) 
Chi-Square 
Value 
No. % No. % No. % 
Age             
2
 = 12.78 
d.f = 10 
N.S 
20 – 25 1 1 6 6 1 1 
26 – 30 4 4 21 21 1 1 
31 – 35 1 1 32 32 0 0 
36 – 40 0 0 19 19 0 0 
41 – 45 1 1 7 7 1 1 
46 – 50 0 0 5 5 0 0 
Sex             2 = 0.125 
d.f = 2 
N.S 
Male 4 4 57 57 2 2 
Female 3 3 33 33 1 1 
Education             
2
 = 4.95 
d.f = 6 
N.S 
Primary education 3 3 30 30 0 0 
Higher secondary 3 3 40 40 1 1 
Graduate 0 0 7 7 1 1 
Illiterate 1 1 13 13 1 1 
Occupation             
2
 = 10.01 
d.f = 8 
N.S 
Coolie 1 1 34 34 0 0 
Employed 2 2 31 31 2 2 
Housewife 0 0 4 4 0 0 
Others 3 3 16 16 0 0 
Unemployed 1 1 5 5 1 1 
Income             
2
 = 5.03 
d.f = 4 
N.S 
Rs.1000 – 2000 5 5 52 52 0 0 
Rs.2001 – 3000 2 2 36 36 3 3 
Rs.3001 – 4000 0 0 2 2 0 0 
Above Rs.4000 0 0 0 0 0 0 
Religion 0 0 0 0 0 0 
Hindu             
2
 = 1.98 
d.f = 4 
N.S 
Muslim 5 5 58 58 3 3 
Christian 2 2 28 28 0 0 
Marital Status 0 0 4 4 0 0 
Married 0 0 0 0 0 0 
Unmarried             2
 = 6.05 
Separated 5 5 61 61 1 1 
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Demographic 
Variables 
Inadequate 
(<50%) 
Moderately 
Adequate 
(50 – 75%) 
Adequate 
(>75%) 
Chi-Square 
Value 
Widow 1 1 6 6 1 1 d.f = 6 
N.S Children 1 1 13 13 0 0 
1 Child 0 0 10 10 1 1 
2 Children             
2
 = 4.77 
d.f = 8 
N.S 
3 Children 2 2 16 16 0 0 
More than 3  4 4 47 47 1 1 
No Children 1 1 15 15 1 1 
Education 0 0 8 8 1 1 
Primary education 0 0 4 4 0 0 
Always to get help             
2
 = 6.95 
d.f = 4 
N.S 
Relatives 7 7 75 75 1 1 
Agencies 0 0 9 9 1 1 
Social Support 0 0 6 6 1 1 
Others 0 0 0 0 0 0 
Duration of Illness             
2
 = 15.6 
d.f = 8 
S* 
0 – 1 year 3 3 10 10 1 1 
1 – 2 years 2 2 20 20 0 0 
2 – 3 years 1 1 40 40 0 0 
3 – 4 years 0 0 16 16 2 2 
More than 4 years 1 1 4 4 0 0 
 
*p<0.05, S – Significant, N.S – Not Significant 
 
The table 6 shows that duration of illness had shown statistically significant 
association with level of coping at p<0.05 level and the other demographic variables had not 
shown any statistically significant association with the level of coping strategy of the HIV 
infected clients. 
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CHAPTER V 
DISCUSSION 
This chapter discuss the finding of the study derived from statistical analysis  with its 
pertinence of the objectives and related literature of the study. The problem stated was a 
study of assess the level of depression and coping strategies among HIV clients in selected 
setting. 
The objectives of the study were as follows: 
1. To assess the level of depression among HIV infected clients. 
2. To determine the coping strategies of clients with HIV infection. 
3. To correlate the level of depression and coping strategies among the HIV clients. 
4. To associate the demographic variables with the level of depression. 
5. To associate the demographic variables with the level of coping. 
 
Frequency and percentage distribution of socio-demographic variables were as follows:-  
Nearly 33% clients were in age group of 31-35 yrs. With regard to sex 63% clients 
were male. With regard to education 44% clients were higher secondary. With regard to 
occupation 35 % clients were coolie. Regarding income 57% clients were getting Rs 1000- 
2000. With regard to religion 66% clients were Hindus. Regarding marital status 67% clients 
were married. Regarding Children 52% clients were having 2 children with regard to 
availability of support  system 83% clients were getting support from relative. With to 
duration of illness  27% of clients were 0-1 year. 
 
The first objective was to assess the level of depression among HIV infected clients : 
The analysis revealed that majority 74% clients had moderate level of depression 15% 
had severe depression and 11% had mild depression. 
 The result showed that majority of the clients had moderate level of depression. 
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The second objective was to determine the coping strategies of clients with HIV 
infection. 
 The analysis revealed that majority 90% clients had moderately adequate level of 
coping strategy 7% clients had inadequate level coping strategy and 3% had adequate level of 
coping strategy. 
 The result of this study showed that majority of the clients had moderately adequate 
level of coping. 
 
The third objectives was to correlate the level of depression and coping strategies 
among the HIV clients. 
 The data analysis reveled that the correlation coefficient (r= 0.419 ) Value clearly 
indicates that there was a positive correlation between level of depression and coping 
strategy. 
 The study indicates moderately positive between depression and coping (r= 0.419) 
which is significant at p<0.01 level. Hence the Null Hypothesis Ho1 states that there is no 
significant relationship between level of depression and level of coping strategies of the HIV 
Clients was rejected. 
 
The fourth objective was to associate the demographic variables with the level of 
depression. 
 The analysis revealed that there was statistically very high significant association of 
depression with socio demographic variable like availability of support system x
 2
=29.62 and 
Duration of Illness x
2 
=24.29 at p< 0.01 level. 
 The analysis revealed that there was no  significant association between depression of 
HIV clients with socio demographic variables like age, sex, education, occupation, income, 
religion, marital status and children. 
 This highlights that the depression on HIV clients were influenced by availability of 
support system and duration of illness. 
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The fifth objective was to associate the demographic variables with the level of coping 
 The analysis revealed that there was a significant association of coping strategy of the 
HIV infected clients with socio demographic variables like duration of illness x
 2 
 = 5.158 at 
p<0.001  level. 
 The analysis revealed that there was no significant association between depression of 
HIV clients with socio demographic variables like age, sex, education, occupation, income, 
religion, marital status and children and availability of support system. 
 This highlights that the depression on HIV clients were influenced by availability of 
support system and duration of illness. 
 The conceptional framework was based on modified Penders Health  Promotion 
Model. It has three components which includes modified factors, cognitive factors and 
likelihood of action. 
 First component of the model involves the socio-demographic variables and health 
unit.  Second component involves the cognitive factors like assessment of depression and 
coping strategies on HIV.  Third component was likelihood of action, which helped to 
decrease the depression on HIV Clients.  Hence the researches adopted this model and model 
guided the researches to take likelihood of action, which helps the HIV Clients. 
 The overall finding of the study showed that the 75% of HIV infected clients had 
moderated depression and underrleated coping strategy. 
The assumption of the study made were 
1. Clients may be ignorant about HIV. 
2. Clients may know less information about HIV. 
3. Adequate information on HIV may promote less depression and adequate coping 
among HIV infected clients. 
The first assumption was that most of the HIV infected clients may be ignorant about 
HIV infection because the present study proved that  74% of HIV infected clients had 
moderate depression and 90% of HIV infected clients had moderately adequate coping 
toward HIV.     
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CHAPTER VI 
SUMMARY, RECOMMENDATIONS, NURSING IMPLICATIONS AND 
LIMITATIONS. 
 This chapter presets the summary,  nursing implications, recommendations  and 
limitations of the study based on the objectives selected.  
SUMMARY: 
 Researchers studying the prevalence of psychiatric disorders among HIV positive 
patients have found a 57.3% prevalence of depression among HIV infected patient and a 
69.8% prevalence of depression among people co-infected with HIV and hepatitis .  
 The national survey indicates that its fairly common for HIV physicians to identity 
depression and similar symptoms  in HIV infected patients. A telephone survey of AIDS 
physicians found that 84.3 % reported that their HIV positive patient suffered from 
depressive symptoms. 
 Baseline data on depression was gathered from various groups and communities 
interviewed by Thranitran. A total number of 75 response were collected using  Beck‟s   
Depression, inventory and analyzed . It was interesting to note that only 32% of the 
population falls within normal variation limits. 17% had baseline clinical depression 23% had 
inadequate depression and 17% of the randomly selected subjects were found to have severe 
(or) extreme depression atleast at cognitive level. 
 
The objectives of the study were: 
1. To assess the level of depression among HIV infected clients. 
2. To determine the coping strategies of clients with HIV infection. 
3. To correlate the level of depression and coping strategies among the HIV clients. 
4. To associate the demographic variables with the level of depression. 
5. To associate the demographic variables with the level of coping. 
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The assumptions of the study were: 
1. Clients may be ignorant about HIV. 
2. Clients may know less information about HIV. 
3. Adequate information on HIV may promote less depression and adequate coping 
among HIV infected clients. 
 Extensive review of literature, investigator‟s professional experience and expert 
guidance from the field of mental health nursing lead the investigator to design the 
methodology and to develop the tool for data collection. 
 The conceptional framework for the study was based on modified Penders health 
promotion model.  The modified frame work portrays that modifying factors and cognitive 
factors enhances likelyhood of action 1 HIV.  
 The researcher adopted non-experimental descriptive research approach to assess the 
level of depression and coping strategies among HIV infected clients. 
 The study was conducted at We Care Social Service society which was situated in 
Singapermalkoil, Kancheepuram District. 
 A non probability convenient sampling technique was adopted by the study and 100 
HIV infected clients were selected as the study samples. 
 With respect to the overall depression a 100 HIV infected clients revealed that 11% of 
HIV infected clients had mild depression, 15% of HIV infected clients had severe depression 
and 74% of HIV infected clients had moderated depression. 
 With respect to the overall coping strategy, 3% of HIV clients had inadequate coping, 
7% of HIV clients had adequate coping and 90% of HIV clients had moderately adequate 
coping.  
 There was a statistically positive correlation between depression and coping strategies 
(r=0.419) at P< 0.01 level hence the null hypothesis Ho1 stated that there is no significant 
relationship between level of depression and level of coping strategies of the HIV clients was 
rejected. 
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 A Statistically high significant was found between the level of depression on HIV 
clients, availability of support system X
2
= 29.62, Duration of illness X
2
=24.29 significant at 
P<0.01 level. The association between the level of depression of HIV  clients with other socio 
demographic variables did not show any statistically significant association. 
A statistically significant association was found between the coping strategies on HIV 
clients with variables duration of illness x
 2
 = 5.518 significant at P<0.01. The association 
between the coping strategies of HIV infected clients with other socio-demographic variables 
did not show any statistical significant association. 
 The study conducted that HIV clients had moderate depression and moderately coping 
strategies towards HIV. 
 
NURSING IMPLICATIONS 
 The investigator had derived the following vital implications from the study which are 
vital concern in    the field of nursing practice, nursing administration, nursing education and 
nursing research. 
 
 Nursing Practice 
1. In hospital the nurse as a service provider should periodically organize and 
conduct education programme on HIV infected clients. 
2. The nurse must implement information education communication (IEC) to 
provide awareness to the HIV clients on causes, prevention and control. 
3. As a service provider the nurse should provides on (HIV) depression related 
disorders and distribute to people in the community to improve their knowledge 
4. A direct service care providers, identify the practice among different communities 
to strengthen the health of citizens and HIV clients. 
5. Psychiatric nurse who works with the local rehabilitation centers should organize 
programs or prevention of HIV. 
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Nursing Education 
1. Nurse educator should actively involve in the process of organizing continuing 
education Program on HIV related disorders (depression ) and preventive 
measures. 
2. The nurse should organize symposium, seminars, conferences and workshops to 
disseminate the current research findings on HIV to the public and to other health 
professionals. 
3. Make available literature related to HIV and depression related disorders as the 
library for student reference. 
Nursing Administration 
1. The nurse  must be instrumental to pointing out relevant policies of the state and 
central  level of ensure  effective programme to educated the public and facilitate 
optimal allocation for implementation of the programme and create inter sectoral 
network  to control the disorder. 
2. The psychiatric nurse as an administrator should design formal teaching for 
programme on prevention of HIV for community people in the selected 
community. 
3. provide opportunity for nurses to attend training programme. 
4. carryout periodically depression related disorders surveillance and produce and 
updated epidemiological picture. 
Nursing Research 
1. Encourage further studies on HIV infected clients in different settings. 
2. As evident from the review of literature more research need to be 
conducted on the aspects of HIV depression related disorders. 
RECOMMENDATIONS 
1. A similar study can be replicated on large sample at state level. 
2. A comparative study on HIV can be done between different settings. 
3. A similar study can be conducted by using structured teaching programme on 
HIV. 
LIMITATION: 
 The time allotted for data collection was not sufficient. 
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APPENDIX-B 
INTRODUCTION 
 
Dear Participants, 
 I am K. Kalaiselvi M.Sc (N), II year student from Vel R.S. Medical College – College 
of Nursing, Avadi, Chennai. I would like to assess the level of depression and coping 
strategies among the HIV Clients.  I assure that the response given by you will be used for 
my study purpose.  There is no right or wrong answers.  So please feel free in answering the 
questions.  This will be promoting your welfare.  So, I request you to kindly give  your full 
co-operation and willingness. 
Thanking you. 
 
Date : 
Place : 
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DEMOGRAPHIC VARIABLES 
 
1.Age in year 
 a. 20-25 
 b. 26-30 
 c. 31-35  
 d. 36-40  
 e. 41-45  
 f. 46-50 
 
2. Sex 
 a. Male 
 b. Female 
 
3.Education 
 a. Primary Education 
 b. Higher Secondary   
 c. Graduate 
 d.  illiterate 
 
4.Occupation 
 a. Colly  
 b. Employed 
 c. Unemployed  
 d. Housewife  
 e. Others 
 
5.Monthly Income in Rupees 
 a. 1000-2000 
 b. 2001-3000 
 c. 3001-4000  
 d. Above 4000 
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6.Religion 
 a. Hindu 
 b. Muslim  
 c. Christian 
 
 
7.Marital Status 
 a. Married 
 b. Single 
 c. Separated 
 d. Widow 
 
8.Number of Children 
 a. 1 
 b. 2  
 c. 3  
 d. More than 3  
 e. No children 
 
9.Availability of any support system 
 a. Relatives 
 b. Agencies  
 c. Social support  
 d. Others 
 
10.Duration of illness 
 a. 0 - 1 year  
 b. 1 - 2 years  
 c. 2 - 3 years 
 d. 3 - 4 years  
 e. more than 4 years 
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BECK’S DEPRESSION INVENTORY QUESTIONNAIRE 
 
1. SADNESS 
0 I do not feel sad. 
1 I feel sad much of the time. 
2 I am sad all the time. 
3 I am so sad or unhappy that I cannot. 
         
2.  PESSIMISM 
0 I am not discouraged about my future. 
1 I feel more discouraged about my future than I used to be. 
2 I do not expect things to work out for me. 
3 I feel my future is hopeless and will only get worse. 
 
3. PAST FAILURE 
0 I do not feel like a failure. 
1 I have failed more then I should have. 
2 As I look back, I see a lot of failures. 
3 I feel I am a total failure as a person. 
 
4. LOSS OF PLEASURE 
0 I get as much pleasure as I ever did from the things I enjoy. 
1 I don‟t enjoy things as much as I used to. 
2 I get very little pleasure from things I used to enjoy. 
3 I can‟t get any pleasure from the things I used to enjoy. 
 
5. GUILTY FEELINGS  
0 I don‟t feel particularly guilty.  
1 I feel guilty over many things I have done or should have done. 
2 I feel quite guilty most of the time. 
3 I feel guilty all of the time. 
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6. PUNISHMENT FEELINGS 
0 I don‟t feel I am being punished.  
1 I feel I may be punished. 
2 I expect to be punished. 
3 I feel I am being punished. 
 
7. SELF-DISLIKE 
0 I feel the same about myself as ever. 
1 I have lost confidence in myself. 
2 I am disappointed in myself. 
3 I dislike myself. 
 
8. SELF-CRITICALNESS 
0 I don‟t criticize or blame myself more than usual. 
1 I am more critical of myself than I used to be. 
2 I criticize myself for all of my faults. 
3 I blame myself for everything bad that happens.  
 
9. SUICIDAL THOUGHTS OR WISHES 
0 I don‟t have any thoughts of killing myself.  
1 I have thoughts of killing myself, but I would not carry them out. 
2 I would like to kill myself. 
3 I would kill myself if I had the chance. 
 
10. CRYING 
0 I don‟t cry anymore than I used to. 
1 I cry more than I used to. 
2 I cry over every little thing. 
3 I feel like crying, but I can‟t. 
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11. AGITATION 
0 I am no more restless or wound up than usual. 
1 I feel more restless or wound up than usual. 
2 I am so restless or agitated that it‟s hard to stay still. 
3 I am so restless or agitated that I have to keep moving or doing something. 
 
12. LOSS OF INTEREST. 
0 I have not lost interest in other people or activities.  
1 I am less interested in other people or things than before. 
2 I have lost most of my interest in other people or things. 
3 It‟s hard to get interested in anything. 
 
13. INDECISIVENESS  
0 I make decisions about as well as ever. 
1 I find it more difficult to make decisions than usual. 
2 I have much greater difficulty in making decisions than I used to. 
3 I have trouble making any decisions. 
 
14. WORTHLESSNESS 
0 I do not feel I am worthless. 
1 I don‟t consider myself as worthwhile and useful as I used to. 
2 I feel more worthless as compared to other people. 
3 I feel utterly worthless. 
 
15. LOSS OF ENERGY 
0 I have as much energy as ever.  
1 I have less energy than I used to have. 
2 I don‟t have enough energy to do very much. 
3 I don‟t have enough energy to do anything. 
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16. CHANGES IN SLEEPING PATTERN  
0 I have not experienced any change in my sleeping pattern. 
1a  I sleep somewhat more than usual. 
1b  I sleep somewhat less than usual. 
2a  I sleep a lot more than usual. 
2b  I sleep a lot less than usual. 
3a  I sleep most of the day. 
3b I wake up 1-2 hours early and can‟t get back to sleep. 
 
17. IRRITABILITY  
0 I am no more irritable than usual. 
1 I am more irritable than usual. 
2 I am much more irritable than usual. 
3 I am irritable all the time. 
 
18. CHANGES IN APPETITE 
0 I have not experienced any change in my appetite.  
1a  My appetite is somewhat less than usual. 
1b  My appetite is somewhat greater than usual. 
2a  My appetite is much less than before. 
2b  My appetite is much greater than usual. 
3a  I have no appetite at all. 
3b  I crave food all the time. 
 
19. CONCENTRATION DIFFICULTY 
0 I can concentrate as well as ever.  
1 I can‟t concentrate as well as usual. 
2 It‟s hard to keep my mind on anything for very long. 
3 I find I can‟t concentrate on anything. 
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20. TIREDNESS OR FATIQUE 
0 I am no more tired or fatigued than usual.  
1 I get more tired or fatigued more easily than usual. 
2 I am too tired or fatiqued to do a lot of the things I used to do. 
3 I am too tired or fatiqued to do most of the things I used to do. 
 
21. LOSS OF INTEREST IN SEX. 
0 I have not noticed any recent change in my interest in sex. 
1 I am less interest in sex than I used to be. 
2 I am much less interest in sex now 
3 I have lost interest in sex completely. 
 
22. IDEAS ABOUT FUTURE 
0 I feel I have good future.  
1 I have less hope in my future. 
2 I don‟t have good future. 
3 I never feel about my future. 
 
23. RELATIONSHIP WITH WIFE 
0 I have good relationship with my wife.  
1 She is not having good relationship than before. 
2 I think she has maintaining distance from me. 
3 She has not maintaining good relationship. 
 
24. FINANCIAL PROBLEMS 
0 I have enough financial support.  
1 I feel reduction in my financial support. 
2 I have less support from others. 
3 I don‟t have any financial support. 
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25. SOCIAL PROBLEMS 
0 I have not noticed any social problems.  
1 They are not mingle with me as before. 
2 I am getting bad commands from others. 
3 I have more social problems. 
 
26. DEPRESSION MOOD 
0 I don‟t feel depression.  
1 I feel depressed much of the time. 
2 I am depressed all the time. 
3 I am so depressed that I can‟t stand it. 
 
27. ACTIVITIES 
0 I can do all the activities.  
1 I feel I have reduction in my activities. 
2 I can do it minor activities. 
3 I never do it any activities. 
 
28. HEALTH 
0 I feel I have good health.  
1 I have mild reduction in my weight. 
2 I don‟t have good health. 
3 I never feel health. 
 
 
29. HELPLESSNESS 
0 I do not feel I am helpless.  
1 I don‟t consider myself as helpless. 
2 I feel more helpless as compared to other people. 
3 I feel utterly helpless. 
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30. LACK OF ATTENTION 
0 I have good attention span 
1 I have less attention then I uses to have 
2 I don‟t have enough attention to do very much. 
3 I don‟t have enough attention to do any thing. 
 
SCORES  
0-30  The person is mild depressed 
31-60 The person is moderately depressed 
61-90 The person is severely depressed. 
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LAZARUS AND HASSLES COPING STRATEGY INSTRUMENT 
S.No. Items Never Sometimes Always 
1. Hope that things will get better    
2. Actively try to change the situation    
3. Find out more about the situation.  So that 
you can handle in better 
   
4. Think through different ways to handle the 
situation 
   
5. Try to maintain some control over the 
situation 
   
6. Over eat    
7. Try out different ways of solving the 
problem. 
   
8. Draw on past experience to help you handle 
the situation. 
   
9. Try to find meaning in the situation    
10. Pray    
11. Fear of the family members    
12. Worry    
13. Seek comfort or help from family or friends    
14. Set specific goals to help solve the problem.    
15. Accept the situation as it is     
16. Seeking loneliness    
17. Laugh at off, figuring that things could be 
worse. 
   
18. Try to put the problem out of your mind.    
19. Day dreaming    
20. Get prepared to expect the worst.    
21. Talk the problem over with someone who 
has been in the same type of situation 
   
22. Try to change the problem directly (or) 
indirectly. 
   
23. Get mad, curse, swear    
24. Cry, get depressed    
25. Go to sleep, figuring that things will look 
better in the morning. 
   
26. Don‟t worry about it, everything will 
probably workout fine. 
   
27. Withdraw / Resign yourself to the situation    
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28. Work off tension with physical activity    
29. To achieve the next best position to 
consider. 
   
30. Takeout your tension on someone or 
something else. 
   
 
Score : 
 Never   - 1 
 Sometimes  - 2 
 Below 50%  - Inadequate Coping 
 50% to 75%  - Moderate Coping 
 Anpve 75%  - Adequate Coping 
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Kft[iu 
 
midtUf;Fk; tzf;fk;. 
 
 vd; bgau; fp. fiyr;bry;tp. ehd; nty;.Mu;.v!;. kUj;Jtf; fy;Y]up- 
brtpypau; fy;Y]upapy; ,uz;lhk; Mz;L KJepiy gl;la gog;g[ 
gapy;fpnwd;.  vd;Dila gl;la gog;gpy; Ma;t[ nkw;bfhs;s 
ntz;oa[s;sjhy;/ “va;l;!; nehahspfspd; kd mGj;jk; kw;Wk; rkhspf;Fk; 
tHpKiwfis fz;lwpjy;” gw;wp Ma;tpid elj;j cs;nsd;.  jh';fs; 
xj;JiHg;g[ jUkhW nfl;Lf; bfhs;fpnwd;. 
ed;wp. 
,lk; : 
ehs; : 
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jftyhsh;fspd; tptuk; 
 
 
1. taJ tUl';fspy; 
 (m) 20-25   
 (M) 26 -30  
 (,) 31-35  
 (<) 36-40  
 (c) 41-45 
 (C) 46-50 
 
2. ghypdk; 
 (m)  Mz;  
 (M)  bgz; 
 
3. fy;tp jFjp 
(m) bjhlf;f fy;tp  
(M) nky;epiyfy;tp  
(,) gl;ljhhp  
 (<) gof;fhjth; 
 
4. bjhHpy;  
 (m) Typ  
(M) jdpahh; gzp  
(,) muR gzp   
(<) tPl;Lgzp  
(c) kw;wit 
 
5. khj tUkhdk;  
 (m) 1000 -2000  
 (M) 2001-3000  
 (,) 3001 - 4000  
 (<) 4000 f;F nky; 
 
6. kjk; 
 (m) ,e;J  
 (M) fpwp!;od;  
 (,) K!;yPk; 
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7. jpUkztptuk; 
 (m) jpUkzkhdth;  
 (M) jpUkzkhfhjth;  
 (,) fztd; (m) kidtpia gphpe;jpUg;gth;  
 (<) fztd; (m) kidtpia ,He;jth;. 
 
8. FHe;ijfspd; vz;zpf;if  
 (m) 1   
 (M) 2   
 (,) 3      
 (<) 3f;F nky;   
 (c) FHe;ijfs; ,y;iy. 
 
9. cjtpbgWk; tHpfs; 
 (m) brhe;j';fs;  
 (M) epWtd';fs;  
 (,) bjhz;L epWtd cjtp 
 (<) kw;wit 
 
10. neha;tha;gl;l Mz;Lfhyk; 
  
 (m) 0 - 1 tUlk;  
 (M) 1 - 2 tUl';fs;   
 (,) 2 - 3 tUl';fs;   
 (<) 3 - 4 tUl';fs;  
 (c) 4 tUl';fSf;Fnky; 
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kd mGj;jj;ij mwpa mstpLk; nfs;tpfs; 
 
1. Nrhfk; 
0 ehd; Nrhfkhf czh;e;jJ ,y;iy 
1. ngUk;ghyhd Neuq;fspy; Nrhfkhf czh;e;jpUf;fpNwd; 
2. vy;yh Neuq;fspYk; Nrhfkhf czh;e;jpUf;fpNwd; 
3. kpfTk; Nrhfkhf cs;Nsd;. 
 
2. ek;gpf;if 
 
0 vd; vjph;fhyj;ij gw;wpa ekgpf;if mjpfkhf cs;sJ 
1. vd; vjph;fhyj;ij gw;wpa ek;gpf;ifapy;yh vz;zk; mjpfk; cs;sJ 
2. vy;yhk; ed;whf elf;Fk; vd;w vjph;ghh;g;G ,y;iy 
3. vd; vjph;fhyk; ek;gpf;if ,y;yh xd;W vd czh;fpNwd; 
 
3. fle;jfhy ,og;Gfs; 
 
0 ,og;G gw;wpa vz;zk; ,y;iy 
1. epiwa ,og;Gfis re;jpj;jpUf;fpNwd; 
2 fle;jfhy thof;ifia jpUk;gpghh;f;ifapy; epiwa ,og;Gfis 
   czh;fpNwd;  
3. nkhj;jjpy; ehd; vy;yhtw;iwAk; ,oe;jjhf vz;ZfpNwd;  
   
4. <LghLapd;ik 
    0. nra;Ak; nraypy; mjpf <Lghl;Lld; ,Uf;fpNwd; 
    1.  vg;nghOJk; cs;sijtpl nra;Ak; nraypy;  Fiwe;j <Lghl;Lld;  
,Uf;fpNwd; 
    2. nra;Ak; nraypy;  kpf kpf Fiwe;j <Lghl;Lld; ,Uf;fpNwd; 
    3. nra;Ak; nraypy; ve;j tpj <LghLk; ,y;yhky; ,Uf;fpNwd; 
 
5. Fw;w czh;T 
 
   0. Fw;w czh;T cs;sjhf czutpy;iy 
   1.  ehd; nra;j epiwa fhhpaq;fspy; Fw;w czh;T cs;sjhf czh;fpNwd; 
   2. vy;yh Neuq;fspYk; Fw;w czh;Tld; vz;ZfpNwd; 
   3. vg;nghJk; Fw;w czh;Tld; vz;ZfpNwd; 
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6. jz;lid czh;T 
 
1. jz;bf;fg;gl;l czh;T ,y;iy 
2. jz;bf;fg;glyhk; vd czh;fpNwd; 
3. jz;bf;fg;gLNtd; vd vjph;ghh;fpNwd; 
4. fl;lhakhf jz;bf;fg;gLNtd; vd czh;fpNwd; 
 
7. jd; tpUg;gkpy;yhik 
 
0. vd;id gw;wp ey;y vz;zj;Jld; vg;nghJk; cs;Nsd; 
1. vd;id gw;wpa jd;dk;gpf;ifia ,of;fpNwd; 
2. vd;idNa ehd; ntWf;fpNwd; 
3. vd;idNa ehd; tpUk;Gtjpy;iy 
 
8. jd; Fw;wk; 
 
    0.  vd;id ehNd Fw;wk; $wp nfhs;tjpy;iy 
    1.   vg;nghOJk; cs;sijtpl mjpf Fw;w czh;Tld; cs;sjhf  
vz;ZfpNwd; 
    2. vd; vy;yh jtWfSf;Fk; vd;idNa ehd; Fw;wk; $wp nfhs;fpNwd; 
    3.  vy;yhtpjkhd nfl;l epfo;TfSf;fhfTk; vd;id ehNd Fw;wk; $wp 
nfhs;fpNwd;   
            
8. jw;nfhiy vz;zq;fs 
 
0. ve;j tpjkhd jw;nfhiy vz;zKk; ,y;iy 
1. jw;nfhiy vz;zk; cs;sJ. Mdhy; mij ehd; nra;jjpy;iy 
2. jw;nfhiy nra;J nfhs;s vdf;F tpUg;gk; 
3. re;jh;g;gk; fpilj;jhy; ehd; jw;nfhiy nra;J nfhs;Ntd; 
 
9. mOjy; 
 
0. ehd; msTf;F mjpfkhf mOjjpy;iy 
1. ,ay;Gf;F mjpfkhf mOjpUf;fpNwd; 
2. rpwpa fhhpaq;fSf;fhTk; mjpfkhf mOjpUf;fpNwd; 
3. mOtNtz;Lk; Nghy; czh;fpNwd; Mdhy; vd;dhy; Kbatpy;iy 
  
 86 
 
 
11. gjl;lkpd;ik 
 
    0. ,ay;ghf ,Ug;gij tpl gjl;lKld; czh;e;jjpy;iy 
     1. kpfTk; gjl;lkhf ,Ug;gjhf czh;fpNwd; 
    2. kpf kpf mjpfkhd gjl;lj;Jld; czh;fpNwd; 
    3. mjpfkhd gjl;;lj;jpdhy; xU ,lj;jpy; ,Ue;J kw;nwhU ,lj;jpw;F  
       nry;fpNwd; (m) vijahfpYk; nra;J nfhz;Nl ,Uf;fpNwd;  
  
12.tpUg;gkpd;ik 
 
   0. kw;wth;fsplk; kw;Wk; Ntiyfspy; tpUg;gkpy;yhky; ,Ue;jjpy;iy 
   1.  Kd;G ,Ue;jij tpl Fiwe;j msT tpUg;gj;Jld; kw;wth;fsplk;  
cs;Nsd; 
2. kw;wth;fsplk; kw;Wk; Ntiyfspy; mjpfmsT tpUg;gkpy;yhky;  
,Uf;fpNwd; 
   3. vy;yhtw;wpYk; tpUg;gk; vw;gLj;jpf; nfhs;tJ fbdkhf cs;sJ 
 
 
13. KbT vLj;jy; 
 
 0. vg;nghOJk; KbTfis ehdhfNt vLg;Ngd; 
 1. vg;nghOJk; cs;sij tpl KbT vLg;gjpy; fbdkhf cs;sjhf  
   czh;fpNwd;  
 2. KbT vLg;gjpy; kpf mjpfkhd fbdk; cs;sjhf czh;fpNwd; 
 3. ve;j KbT vLg;gjpYk; kpfTk; f\;lkhf cs;sJ 
 
 
14. gadpd;ik 
 
 0. ehd; gadpy;yhjJ Nghy; epidj;jjpy;iy 
 1.  ehd; gaDs;stdhf epidj;jjpy;iy 
2. kw;wth;fSld; xg;gpLk;nghOJ kpfTk; gadw;wtdhf  
,Ug;gjhf   epidf;fpNwd; 
 3. kpfTk;  gadw;wtdhf czh;fpNwd; 
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15. rf;jpay;yhik 
 
 0. ehd; vg;nghOJk; rf;jpAld; ,Uf;fpNwd; 
 1.  ,ay;ghf ,Ug;gij tpl Fiwe;j msT rf;jpAld; ,Uf;fpNwd; 
 2. nray;fis nra;tjw;Fhpa NghJkhd msT rf;jp vd;dplk; ,y;iy 
 3. vij nra;tjw;Fk; chpa NghJkhd msT rf;jp vd;dplk; ,y;iy 
 
16.J}f;fj;jpy; Vw;gLk; khWjy;fs; 
 
 0. vd; J}f;fj;jpy; ve;j khWjy;fYk; ,Ug;gjhf epidf;ftpy;iy 
 1(m) vg;nghOJk; tpl mjpfNeuk; cwq;FfpNwd; 
 1(M) vg;nghOJk; tpl Fiwe;j Neuk; cwq;FfpNwd; 
 2(m) kpf mjpfNeuk; cwq;FfpNwd; 
 2(M) kpf Fiwe;j Neuk; cwq;FfpNwd; 
 3(m) ehs; KOtJk; cwq;fpnfhz;Nl ,Uf;fpNwd; 
 3(M) 1 Kjy; 2 kzp Neuq;fSf;F  Kd;ghf Kopf;fpNwd; Mdhy;  
           kPz;Lk; J}q;f Kbatpy;iy   
     
17. vhpr;ryiljy; 
 
 0. vg;nghOJk; cs;sijtpl mjpfkhf ehd; vhpr;ryiltjpy;iy 
 1. vg;nghOJk; cs;sijtpl mjpfkhf vhpr;ryilfpNwd; 
 2. vg;nghOJk; cs;sijtpl kpf kpf mjpfkhf vhpr;ryilfpNwd; 
 3. ve;j NeuKk; vhpr;ryhfNt cs;Nsd; 
 
18. grpapy; Vw;gLk; khWjy;fs; 
 
 0. vd; grpapy; ve;jtpj khWjy;fSk; ,Ug;gjhf czutpy;iy 
 1(m) Kd;igtpl grp Fiwthf cs;sJ 
 1(M) Kd;igtpl grp mjpfkhf cs;sJ 
 2(m) Kd;igtpl grp kpfTk; Fiwthf cs;sJ 
 2(M) Kd;igtpl grp kpfTk; mjpfkhf cs;sJ 
 3(m) vdf;F grp vd;gNj ,y;iy 
 3(M) vg;nghOjk; czit fz;lhy; vhpr;ryhf cs;sJ 
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19. kdij xUepiygLj;Jtjpy; fbdk; 
 0. ehd; vg;nghOJk; kdij xUepiy gLj;JfpNwd; 
 1. Kd;igtpl vd;dhy; kdij xUepiy gLj;jKbatpy;iy 
 2. kdij xNu fhhpaj;jpy; ePz;lNeuk; xUepiy gLj;j fbdkhf 
cs;sJ 
 3. vddhy; ve;j fhhpaj;jpYk; kdij xUepiy gLj;j Kbatpy;iy 
 
20. clw;Nrhh;T  
 0. Kd;igtpl ve;jtpjkhd cly; Nrhh;Tkpy;iy 
 1. Kd;igtpl vspjhf ehd; cly;Nrhh;T milfpNwd; 
 2. ve;jfhhpaj;ij nra;tjpYk; kpfTk; Nrhh;tilfpNwd; 
 3. ve;j fhhpaj;ij nra;tjpYk; kpfTk; mjpfkhf Nrhh;tilfpNwd; 
 
21. clYwtpy; <lghL,y;yhik 
 0. vd; clYwtpy; ve;jtpjkhWjy;fSk; ,Ug;gjhf czutpi;iy 
 1. Kd;igtpl kpf Fiwthd msT <LghL cs;sJ 
 2. Kd;igtpl kpf Fiwthd msT <LghL cs;sJ 
 3. clYwtpy; mwNt tpUg;gkpy;iy 
 
22. vjph;fhyk; gw;wpa vz;zk; 
 0. vdf;F ey;y vjph;fhyk;; cs;sJ 
 1. vjph;fhyj;jpy; ek;gpf;if Fiwthf cs;sJ 
 2. vdf;F ey;y vjph; fhyk; ,y;iy 
 3. vjph;fhyk; gw;wp mwNt epidg;gjpy;iy 
 
23. kidtp kw;Wk; fztUld; cs;s cwT 
 0. kidtp kw;Wk; fztUld; ey;y cwTld; cs;Nsd; 
 1. ehq;fs; Kd;GNghy ey;y cwTld; ,Ug;gjpy;iy 
 2. ehq;fs xUtiu tpl;L xUth; tpyfp ,Uf;fpNwhk; 
 3. ehq;fs Kd;G Nghy ey;y cwTld; ,y;iy 
 
24. gzg;gpur;ridfs; 
 
 0. vdf;F NghJkhd msT gztrjp cs;sJ 
 1. vd; gztrjpapy; FiwT Vw;gl;Ls;sjhf czh;fpNwd; 
 2. vdf;F kw;wth;fsplk; ,Ue;J Fiwe;j msT gz cjtp  
fpilf;fpwJ 
 3. vdf;F ve;j tpjkhd gz cjtpAkpy;iy 
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25. rKfg; gpur;ridfs; 
 
 0. vdf;F ve;jtpjkhd rKfg; gpur;ridAk; ,Ug;gjhf czutpy;iy 
 1. Kd;GNghy vd; nrhe;jq;fs;  vd;Dld; ,ize;jpUg;gjpy;iy 
 2. kw;wth;fsplk; ,Ue;J Nkhrkhd tpkh;rdq;fis ngWfpNwd; 
 3. vdf;F rKfg; gpur;rid mjpfkhf cs;sJ 
 
26. kfpo;r;rpapy;yhj kdepiy 
 
 0. kd kfpo;r;rpapy;yhjJ Nghy epidg;gjpy;iy 
 1. mjpfNeuq;fspy; kdkfpo;r;rpapy;yhjJ Nghy epidf;fpNwd; 
 2. ve;jNeuKk; kdkfpo;r;rpapy;yhjJ Nghy epidf;fpNwd; 
 3. kpf mjpfkhf kdkfpo;r;rpapy;yhjJ Nghy epidf;fpNwd; 
 
27. nray;fs; 
 
 0. ehd; vy;yhtpjkhd nray;fisAk; nra;a KbAk; 
 1. vd;Dila nray;fspy; Fiwthd jd;ik cs;sjhf czhfpNwd; 
 2. vd;dhy; rpwpa nray;fis nra;a KbAk; 
 3. vd;dhy; ve;j fhhpaj;ijAk; nra;a KbahJ 
 
28. clw; MNuhf;fpak;  
 
 0. ehd; ey;y clw; MNuhf;fpaj;Jld; ,Ug;gjhf czh;fpNwd; 
 1. vd; clw;MNuhf;fpaj;jpy; rpwpa msT FiwT Vw;gl;Ls;sJ 
 2. vdf;F ey;y MNuhf;fpak; ,y;iy 
 3. ehd; ey;y MNuhf;fpaj;Jld; ,y;iy 
 
29. cjtppapd;ik 
 0. ehd; cjtpapy;yhjJ Nghy czutpy;iy 
 1. cjtpapy;yhjJ Nghy vd;id ehd; epidj;jjpy;iy 
 2. kw;wth;fSld; xg;gpLifapy; ehd; kpfTk; cjtpaw;wtdhf  
cs;Nsd; 
 3. vdf;F vg;nghOJk; cjtpapy;iy 
30. <LghLapd;ik 
 
 0. vdf;F vy;yh NtiyfspYk;  ey;y <LghL cs;sJ 
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 1. Kd;igtpl vdf;F Fiwthd msT <LghL cs;sJ 
 2. vdf;F NghJkhd msT <LghL ,y;iy 
 3. vij nra;tjw;Fk; vdf;F NghJkhd msT <LghL ,y;iy 
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kd cisr;riy rkhspf;Fk; top Kiwfs; 
  
t.vz; kd cisr;ry;  
rkhspf;Fk; top Kiwfs; 
XUNghJk; 
,y;iy 
rpy 
rkaq;fspy; 
vg;nghOJk; 
1. fhhpaq;fs; rhpahfptpLk;> 
RkhuhfptpLk; vd ek;Gjy; 
   
2. #o;epiyia XusthtJ 
rkspf;f Kaw;r;rp nra;jy; 
   
3. #o; epiyia 
jpwk;glifahSk; nghUl;L 
mr;#o;epiyia JUtpj; 
JUtp mjpfkhf 
mwpe;Jf;nfhs;s KaYjy; 
   
4. #o;epiyia rkhspf;f gy 
topfspy; MNyhrpj;jy; 
   
5. gpur;ridfis czh;r;rp 
trg;glhky; fhzy; 
   
6. mjpfk; rhg;gpLjy;>Gifj;jy;    
7. gpur;ridiaj; jPh;g;gjw;F 
ey;ytpjkhd topfspy; 
Kad;W ghh;j;jy; 
   
8. #o;epiyiar; rkhspf;f 
Kd; mDgtj;ij 
gad;gLj;Jjy; 
   
9. #o;epiyapd; cz;ikj; 
jd;idia mwpa KaYjy; 
   
10. n[gpj;jy;> flTs; kPJ 
ek;gpf;if itj;jy; 
   
11. FLk;gj;jhh; gag;gLjy;    
12. tp\zg;gLjy;    
13. FLk;gj;jhh;(m)ez;ghplkpU
e;J MWjy; (m) cjtp tUk; 
vd;W ehLjy; 
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14. gpur;ridf;Fj; jPh;Tfhd 
Fwpg;gpl;l rpy 
Fwpf;Nfhs;fis itj;Jf; 
nfhs;Sjy; 
   
15. #o;epiyia cs;sthNu 
Vw;Wf;nfhs;Sjy; 
   
16. jdpikapy; ,Uf;f tpUk;Gjy;    
17 #o;epiyiaf; fz;L 
eifj;jy;>rphpj;jy; fhhpaq;fs; 
NkhrkhfptpLk; vd;W 
vz;Zjy; 
   
 
18. gpur;ridia kdijtpl;L 
mg;Gwg;GLj;Jjy; 
   
19. gfy;fdT kw;Wk; fdT 
fhZjy; 
   
20. NkhrkhdijAk; Vw;f jauhfp 
nfhs;Sjy; 
   
21. ,Nj khjphpahd #o;epiyapy; 
cs;s ahuhtJ XUthplk; 
,e;jg;gpur;rpidia gw;wp 
NgRjy; 
   
22. #o;epiyia khw;Wtjw;F 
NeubahfNt/ jhkhfNt 
KaYjy; 
   
23. Mj;jpukiljy;> rgpj;jy;> 
rj;jpak; nra;jy; 
   
24. fj;Jjy;/ mOjy;/ 
Nrhh;tiljy; 
   
25. fhiyapy; fhhpaq;fs; 
RkhuhfptpLk; vd;W vz;zp  
gLf;iff;F NghFjy; 
   
26. mijg;gw;wp 
ftiyg;glhNj/Vwf;Fiwa 
vy;yhk; ed;whf elf;Fk; 
   
 93 
 
          
 
 
 
 
  
27. #o;epiyapy; ,Ue;J eOtpf; 
nfhs;Sjy;/ 
tpyfpf;nfhs;Sjy; 
   
28. Kd ciyr;riy rhptu 
ciog;gpd; %yk; 
Nghf;fpf;nfhs;Sjy; 
   
29. mLj;jgbahf milf;$ba 
kpfr; rpwe;j epiyf;fhf 
eph;zak; gz;zpf;nfhs;Sjy; 
   
30. ck;Kila ciyr;riy NtW 
ahh; kPjhtJ ve;j nghUs; 
kPjhtJ fhl;Ljy; 
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